Summary A 25-year-old male patient with florid lepromatous leprosy presented with right axillary lymphadenopathy and a discharging sinus. He also had scabies with chronic right otitis media. Histopathological examination of the lymph node revealed lepromatous lymphadenitis coexisting with tuberculosis. This unusual combination of two different clinical entities is recorded in this case report.
Summary A 25-year-old male patient with florid lepromatous leprosy presented with right axillary lymphadenopathy and a discharging sinus. He also had scabies with chronic right otitis media. Histopathological examination of the lymph node revealed lepromatous lymphadenitis coexisting with tuberculosis. This unusual combination of two different clinical entities is recorded in this case report.
Tuberculosis and leprosy are two different clinical entitles but share similarities in morphology of the causative organism. However, coexistence of both diseases in the same patient has been recorded only occasionally. Sharma l studied 40 lymph node biopsies of leprosy patients of whom one case showed characteristic features of tuberculous infection. Desikan and Job 2 found tuberculous lymphadenitis in six of 22 autopsied lepromatous cases.
Although generalized lymphadenopathy in lepromatous leprosy is a common feature, concomitant tuberculous infection of the same gland is rare. One such case is reported here.
Case report
A 25-year-old male reported with thickened ear lobes and an enlarged right axillary lymph node which had broken down and had been discharging necrotic material for I! months. He had also a history of skin rash for 10 days, epistaxes for 1 month and pus discharge from the right ear for 3 months. On examination, the patient had a papular rash all over the body more on the finger webs, the axillae and groins. Ear lobes were thickened and succulent with nodules in the margins. There were partial loss of eyebrows. He had multiple thickened cutaneous nerves with grade one deformity. Cardiovascular, respiratory and gastrointestinal lymphadenitis, scabies and chronic otitis media of the right ear was made and the patient was started on anti-leprosy treatment consisting of rifampicin, clofazimine and dapsone. Routine blood, urine and stool examinations were normal. Malarial parasite and micro filaria were absent. Chest X-ray was normal. Mantoux test was recorded at 17 mm. Lepromin was negative. ELISA test for HIV infection was negative. Skin smears showed a bacterio logical index (BI) of 4·20. Routine culture of the pus obtained from the right ear showed heavy growth of Morganella morganii and scanty growth of diphtheroids. The pus from the axillary sinus grew Staphylococcus aureus. Ziehl-Neelsen stain failed to show acid fast bacilli (AFB) from pus from the ear and from the axilla. One week of treatment with antibiotics reduced the size of the gland and the pus discharge from the ear. Scabies was treated with benzyl benzoate topical application. Biopsy of the right ear lobe was performed and was fixed in 10% neutral formalin for histopathological examination and for drug sensitivity studies using the mouse foot pad technique. The draining lymph node with the discharging sinus was surgically excised. Cut surface of the nodes showed extensive areas of caseous necrosis. Two months later, another group of matted glands from the same site was excised. A part of the specimen obtained was fixed in 10% neutral formalin and was examined histopathologically. The other portion was processed for mouse foot pad inocu lation for the growth of M. leprae and for culture in Lowenstein-Jensen (LJ) media for M. tuberculosis.
Histopathological examination

SKIN FROM EAR LOBE
The epidermis was atrophic. In the dermis there were focal areas of foamy macrophages. Dermal nerves were surrounded by macrophages. Acid-fast stain showed numerous bacilli inside macrophages and nerves. They were predominantly granular and beaded. A histopathological diagnosis of lepromatous leprosy was made.
Mouse foot pad studies from the skin specimen showed organisms resistant to rifampicin at 0·03% concentration in the diet but sensitive at 0·01 % concentration. The Lowenstein Jensen media did not grow M. tuberculosis.
LYMPH NODE
The normal architecture of the lymph node was replaced by many focal and confiuent granulomas composed of epithelioid cells surrounded by lymphocytes and Langerhans giant cells. There were extensive areas of caseous necrosis (Figure 3 ). In addition, there were clumps of foamy macrophages and macrophages with pink granular cytoplasm. These sheets of foamy macrophages were in close association with epithelioid cell granulomas (Figure 2 ). The capsule of the lymph node was thickened and fibrosed. Acid-fast stain showed clumps of AFB inside foamy macrophages (Figure 4 ). With the above histological features, a diagnosis of tuberculosis in a lepromatous lymphnode was made.
Discussion
This patient had matted lymph nodes in the right axilla which on histological examination showed epithelioid cell granulomas with caseous necrosis. There was also a sinus draining pus and necrotic material in the axilla. The histological diagnosis of tuberculosis lympha denitis was based on these findings. In addition, in the same lymph node there were sheets of foamy macrophages packed with AFB . With the history and clinical picture of lepromatous leprosy, and the lymph node showing sheets of foamy macrophages packed with AFB, a diagnosis of lepromatous lymphadenitis was made. It is possible that the M. tuberculosis was not grown in LJ media, as the patient had already had rifampicin therapy for a period of 3 months as anti-leprosy treatment, when the lymph node biopsy was done. The patient also had chronic otitis media and scabies. Lepromatous leprosy in association with pulmonary tuberculosis has been reported earlier. 2 . 4 In an autopsy study it had been shown that tuberculosis is the common case of death in leprosy patients. 3 In addition, tuberculosis of the hip joint, 5 skin, 6 carpal bones of the hand 7 and larynx 8 have been over-recorded in the literature. In clinical practice, unless careful history, clinical examination and necessary investigations are carried out in every patient, associated diseases can be easily missed. Leprosy workers should adopt an holistic multi-disciplinary approach in treating tropical disease 9 and concomitant diseases like tuberculosis should always be borne in mind and alternative treatment strategies, where appropriate, should be co-opted.
